Introduction
This study seeks to develop ways of understanding the experience of 'symptoms' associated with a diagnosis of bipolar disorder and of the experience of diagnosis itself. The use of this diagnosis as a reference point is a practical solution to the problem of identifying literature that included participants with similar kinds of distress and experiences that are perceived to be unusual. However, as is discussed throughout this review, it is also a problematic solution as diagnostic systems and the application of diagnosis are contentious areas of questionable validity.
Background
Bipolar Disorder as a Psychiatric Diagnosis -Bipolar disorder is a commonly applied diagnosis of a mental health problem with prevalence rates between 1-1.5% (Jones, 2004) . According to the American Psychiatric AsEurope's Journal of Psychology ejop.psychopen.eu | 1841-0413 to resemble diagnosis, and applied to persons whose behaviour offends or annoys others". This position has been further elaborated with some commentators perceiving a societal operation of power and interest in promoting a misinforming discourse of emotional distress as 'illness' that creates the illusion that the distress is the fault of the individual (Smail, 2005) . Moreover, many service-users have described the burden and the stigma of diagnosis of mental illness as well as the subjugation of their views and opinions in professional discourses about diagnosis (Campbell, 2007) . Jones and Bentall (2006) argue that people who been given the diagnosis of bipolar disorder have until recently been neglected in psychological research. The recent upsurge in research has contributed to the development of theory and intervention. This has been based mainly on the integration of quantitative research that has explored personal factors related to risk, patterns of thinking, neuropsychological characteristics, biological characteristics, and treatment outcomes (Jones & Bentall, 2006) .
Research Exploring This Diagnosis -
There is also a body of qualitative research that has sought to explore more closely the experience of people who have been given this diagnosis. These studies offer alternative insights into ways of understanding the experiences associated with symptoms and receiving diagnosis. The current impact of this qualitative research is limited due to the absence of attempts to make connections and draw distinctions between the findings of these studies.
Aims
The purpose of this study is to review the current state of the literature reporting qualitative studies that depict to the experiences of 'symptoms' and 'having a diagnosis' for people who have been given a diagnosis of bipolar disorder. This consists of two questions; what are the experiences of 'symptoms' and 'having a diagnosis' for people who are given this diagnosis? What methods and theories have been used to explore this and how has this choice shaped the findings?
The undertaking of this study has inevitably been shaped from conception to completion by my own background, assumptions and beliefs. I am a male in my mid-twenties and my professional background is Clinical Psychology 1 . I am of Caucasian ethnicity and lived my whole life in England. Initially, my interest in this area arose from conversations with clinical colleagues about the difficulties of developing interventions for people who suffer from the kinds of distress associated with the diagnosis of bipolar disorder. Furthermore, in undertaking this study, I have become aware that part of my curiosity may reflect an interest in 'mania' due to personal experience of noticing, on occasion, my own feelings and actions taking on a 'hypomanic' quality. This reveals my own assumption that experiences described as 'mania' and 'depression' are ways of understanding different kinds of distress that are along a continuum of human experience as opposed to representing symptoms of an illness.
Meta-Data Analysis -This is the "analysis of the results of previous analysis" (Zhao, 1991, p. 378) , performed in order to highlight the interrelationships between findings regarding phenomenon under study (Paterson, Thorne, Canam, & Jillings, 2001) . In this manner, meta-data analysis is essentially an approach aimed at making sense of the findings of a series of related but independent investigations, in order to recognise shared and differing outcomes in a meaningful way. This meta-data analysis is guided by the meta-ethnographic approach of Noblit & Hare (1988) , which is described below.
Primary research studies identified for the literature review are read several times. They are then re-read and notes are made of the phrases, metaphors, ideas and concepts described in the primary studies. The next stage is to organise the notes from each study to identify common themes, metaphors and concepts within each study.
Finally, the notes for all studies are compared to establish whether the studies offer similar ideas and concepts (demonstrating that they are 'reciprocal') or have conflicting ideas and concepts. Based on this process, the studies we analysed were perceived as being reciprocal and the shared themes that emerged are presented in this review.
Meta-Method -The meta-method provides an overview of the 'epistemological soundness' of the primary research studies (based on guidelines from Yardley, 2000) , and a consideration of how the application of methods may have shaped the findings emerging from this field of research (Paterson et al., 2001 ).
Meta-Theory -
The meta-theory undertaken in this review considers the theories that have been used to understand the experience of people who have a diagnosis of bipolar disorder and the theories developed from that body of research.
Selection of Primary Research
The initial searches attempted to identify any qualitative research papers that have studied the experience of people who have a diagnosis of Bipolar disorder. Studies were identified through a literature search of CSA PsychINFO, CSA PsychARTICLES, Science Direct (Elsevier), SwetsWise, Web of Knowledge, CINAHL and Medline. The following terms were used to locate the studies; 'bipolar' or 'bipolar disorder' or 'manic depression' or 'bipolar depression' or 'mania' AND 'qualitative' or 'Interpretative phenomenological analysis' or 'discourse analysis' or 'phenomenology' or 'discursive' or 'grounded theory' or 'narrative' or 'social constructions' or 'exploration' or 'focus group' or 'grounded study' or 'constant comparative'. In addition, the reference section of each of the studies was then explored to identify any further relevant studies.
Inclusion and Exclusion Criteria -After the initial literature search, more stringent inclusion and exclusion criteria were applied to select appropriate papers:
1. The research data must be based mainly on the accounts of the persons who are identified with a diagnosis of bipolar disorder.
These criteria ensured that the studies relate to adults who have been given the diagnostic label of bipolar disorder.
The choice of excluding studies without analysis of data was taken to provide a set of studies that also reveal something about the authors' constructions of participants' constructions. These strict criteria also provided a means for maintaining the number of studies below ten to enable this review to be comprehensive (Sandelowski, Docherty, & Emden, 1997) . Overall, nine studies were identified for inclusion in this review (see Table 1 below).
For simplicity, this review refers to these studies by the code number in the table. The effect of bipolar disorder on the development of 'self'. Focus
The authors identified four core themes in the experience of bipolar disorder; effects on relationships, others definition of self, disrupting (impact of bipolar disorder on lives), and problems in the development of sense of self. What people experienced when they were in the 'mania stage' of bipolar disorder Focus Thirteen categories were identified. The authors discuss five themes in detail; levels of awareness, personal behaviours, differences between manic phases, interpersonal behaviours and similarities between manic phases.
Main Findings

Code
Proudfoot et al. (2009) Study
Psychiatry Discipline
Australia Country
Email discussion between participant sample and informed supporters Data Collection Thematic Analysis (a form of interpretive theme analysis) Analysis Method 12 people diagnosed with bipolar disorder in 12 months prior to study and accessing treatment. Age 18-59 Sample
The experience, issues and concerns of people following diagnosis of bipolar disorder. Focus
The authors identified seven themes; unwanted side-effects of medication, coping with unpleasant symptoms, positive and negative reactions to the diagnosis, identifying early warning signs and triggers of the illness, the Main Findings loss of a sense of self, uncertainty about their future and stigma. They conclude these issues can undermine effective treatment and attempts at self-management. The impact of bipolar disorder on a person's life with specific reference to quality of life Focus
The authors identified six themes; routine 'order in chaos', independence, stigma and disclosure, identity, social support, and spirituality. Authors also described participants' order of life priorities for quality of life contributing to the development of a quality of life questionnaire.
Main Findings
Code
Goldberg ( The author found an apparent mutual interaction between individual experience and societal labels. Participants had faced challenges to self and identity, with particular regard to developing a cohesive sense of self in the light of psychiatry and societal discourse about bipolar disorder.
Main Findings
Code
Chapman (2002) The authors identified three themes; coming to terms with the diagnosis, the importance of personal metaphors, and dealing with the medical model. There was no apparent difference between themes with regard to ethnic groups.
Main Findings
Overall Participant Sample -All the studies included in this review used the official diagnosis of bipolar disorder as a way of selecting participants although the studies ranged widely in terms of the functional difficulties experienced by participants, the severity of their symptoms and the length of time since diagnosis. Overall, across all studies there were 135 participants. All studies, with the exception of one [5] , stated the gender of participants and so overall data from these studies breaks down into the following percentages; 37.4% were men and 62.6%
were women. The age of participants ranged from 15-68. Only four studies reported the average age of participants [1, 2, 6, 7] . The mean of these average ages was 37.2.
The ethnicity and education of participants was not widely reported in these studies. Given that bipolar disorder seems to be diagnosed with equal prevalence rates across different ethnic groups (Newman et al., 2001) , it could be assumed that participants may represent largely the cultural majority within the countries where the studies took place. Therefore, this sample is likely to mainly represent white participants who live in the five specific countries where the research has been carried out, all of which would be considered to be 'developed' countries.
The level of education of the participants indicates a range of educational backgrounds from school leave-takers before the age of sixteen to university graduates.
Results
Meta-Data Analysis
The meta-data analysis revealed observable and striking commonalities between the data of the studies. The steps we took to undertake this process are detailed in the methodology above. Nine major themes regarding the experience of 'symptoms' and having a diagnosis of bipolar disorder emerged. The quotations below are in bold for primary author's observations and italics for the participants' own words.
"…like a reed in the wind…I feel like I'm going like this in the breeze and I've lost whatever it says what
I am" (1, p. 129).
All the studies with the exception of one [3] highlighted the struggles with identity faced by the participants. These struggles were described as complex and took multiple forms. Two of the studies [1,2] reflected on a sense of confusion that comes from the discontinuity of moods experienced by people who are given the diagnosis of bipolar disorder; "I had different personalities all over the place that were out of character for the person who had been so happy a couple of months ago" (1, p. 129). In some of the studies, the participants referred to a strong sense of loss or absence of self [1, 4, 6, 7, 8] Participants and authors in several of the studies also recognised a sense of fragility and uncertainty about the self [1, 4, 7, 8, 9] . The authors of one study noted that "Participants were not knowing whether or not to trust themselves" (4, p. 125), and a participant in another study described feeling like "…just a pile of pieces. And I didn't have enough glue to put it together again" (7, p. 155).
In contrast, four of the studies referred to 'acceptance' of identity as also being part of the experience of some people who have a diagnosis of bipolar disorder [1, 2, 6, 8] . One author commented "As people sort through observations about self and symptoms, and as they consider what they value about themselves, they make decisions about what they will and will not claim as part of themselves" (8, p. 101).
"It's like walking down the road and having a big hailstorm coming" (8, p. 152).
Seven of the studies reflected on the feeling of loss of control as a central part of experience for participants [1, 3, 4, 5, 7, 8, 9] . Some of these studies commented that participants accounts of the internal experience of mania were partly characterised by a sense of fast motion and high speed thinking which felt out of control and scary [3, 4, 7, 8, 9] . This experience was powerfully communicated in the metaphors used by some of the participants.
One person explained, "The mania terrifies me, the thoughts run through my mind like a speed train and I hate
it." (4, p. 124). One study described the experience of "Very fast motion" as the only consistent characteristic of mania reported by participants (3, p. 45).
In several of the studies, a frightening loss of control was also described by participants through the use of analogy to powerful and dramatic external events [1, 5, 7, 8] . In particular, participants seemed to draw on metaphors from the natural world in communicating a sense of powerlessness in the face of overwhelming forces such as being in the path of hailstorms, tornados, quick sand and the waves of the ocean.
"The fear is that your mood might soar or that you might become depressed and unable to do what you have to…you don't dare to have long-term goals and dreams because you know that you are totally chaotic. You do not dare to dream." (2, p. 1229)
All of the studies in this review reported to some extent the participants' reflections of the experience of disruption in their lives and most studies highlighted a sense of pervasive uncertainty and instability that accompanied this in participants' accounts [1, 2, 4, 5, 6, 9] . One study commented that, "There appears to be a constant struggle for stability and normality in their lives, and these are often elusive in the face of recurrent episodes and hospitalisation" (5, p. 813). This struggle for stability was described by the authors of another study as attempting to find "order in chaos" (6, p. 28).
Two studies commented directly on the shared experience among participants of uncertainty in terms of the future [2, 4] . This uncertainty was seen as spanning all spheres of the person's life. A number of participants explained that as a result of this uncertainty, they avoid making plans and goals for the future, one example was "I only think about one day at a time…tomorrow I plan to go to my boyfriend…but then I haven't planned anything, it's like a blank piece of paper" (2, p. 1229). Participants across all studies talked about the wide negative impact of symptoms on their social world and other domains of life. Two studies in particular highlighted this as a central part of the experience of their participants [1, 6] . One of these described that, "Participant's responses revealed that the onset of bipolar disorder…brings about changes that, for many patients, may last a lifetime. These changes include the break-up of relationships, loss of employment and financial status, and alienation from friends" (6, p. 814). This interpretation by the authors also reveals their alignment to the medical model in assuming that 'bipolar disorder' is an illness that happens to a person and then causes life changes as opposed to there being an interaction between a person's distress and difficult life events. Furthermore, it is not clear in the authors' analysis whether this view is shared by the participants in the study.
All the studies revealed participant stories of deficits and losses with the theme of loss being made explicitly clear in four of the studies [5, 7, 8, 9] . One participant explained "Our illness does cover loss. Loss, I mean, we have loss, living with loss, to do with relationships, jobs, and family, and also with time" (5, p. 814). In one study, the author observed that many participants had experienced feelings of loss as they, "began to realise that they have suffered significant losses in their own lives that, in retrospect, they can attribute to symptoms of their bipolar disorder" (8, p. 99).
In addition to experiencing loss about their current lives, two of the studies reflected on feelings of loss about the future [8, 9] . These discourses contained a sense of grief and mourning for previously imagined futures now seen as unobtainable. One study summarised this loss as "not being able to fulfil their life dreams" [9, p. 175] and another extended this by observing that some of the participants realised "that, given their ongoing symptoms, their expectations and hopes for themselves are too high and need to be lowered to be more realistic" [8, p. 99) .
"Thoroughly miserable week. I was having big issues about bipolar and how I hate the person I've become" (4, p. 126).
A common thread across five of the studies was a negative view of self [1, 4, 5, 8, 9] . Some participants expressed Often, there is an accompanying sense of failure and loss of self-confidence" (5, p. 814).
It is interesting that this sense of failure was expressed only in two of the studies, which used non-interview based methods of data-collection, namely excerpts from therapy and a focus group. These methods may create a context where talking about a sense of self-failure may be more socially accepted or even socially expected than in interviews. This highlights the problem of comparing studies where different methods of data-collection are used, which place the participants in different social contexts and roles, such as interviewee, group member or serviceuser.
"Because somehow, the manic juice gives you somehow, the ability to make friends like mad. Great powers of conversation" (3, p. 45).
Four studies also described participants' accounts of positive elements of the experience of 'mania' [2, 3, 4, 7] . For some, these positive elements of experience were seen by participants as offering relief from depression [2], whereas three of the studies [2,4,7] described how some participants found 'mania' a desirable part of experience in its own right; "Several of the participants commented on how they enjoyed their manic symptoms" (4, p.
124). One study developed this idea by eliciting a range of descriptions about the experience of 'mania' that indicated parts of this experience were positive, such as "… (feeling) very happy, feeling expansive, having high energy" [7, p. 113] .
Participants in two of the studies expressed particular difficulty in taking on the assumption of the psychiatric construct of bipolar disorder, that would entail accepting that positive elements of their experience as part of 'an illness' [4, 7] . One study commented, "They understood that while they were depressed they were unwell, but they found it harder to comprehend that when they were 'happy' they were also unwell" (4, p. 125).
One study described the risk of 'pathologising exuberance' illustrated by one participant who said of getting dia- Participants in four of the studies described the significant impact of diagnosis and their subsequent responses and ways of finding meaning from this [2, 4, 7, 9] . Some of the participants talked about difficulty initially accepting the assumption of the psychiatric model of the construct of bipolar disorder as 'an illness'; "Accepting my illness was very difficult for me…due to the fact that there were so many years between (relapses)" (2, p. 1223). One study indicated that part of the difficulty with accepting the diagnosis at first was the meaning of bipolar disorder to participants, "The initial association of some participants to bipolar disorder was that bipolar disorder was a 'crazy' diagnosis, unlike depression, and that this meant they were crazy" (7, p. 134).
The narrative offered within these studies seems to suggest that after the initial shock of diagnosis the participants went through a process of meaning-making that eventually led to the diagnosis becoming a more congruent part of their identity. This could be seen as a process of recognition that the construct of bipolar disorder closely resembled their experiences and matched their belief system, or alternatively the assimilation of diagnosis into their identity could be seen as enforced submission to assumptions of the psychiatric model due to the dominant influence of these discourses in society. One of the strongest areas or reciprocity between the studies was participants' experience of feeling stigmatised [1, 2, 4, 5, 6, 7, 8] . Some of the participants' accounts seemed to indicate two parts to their experience of stigma;
being seen as 'not normal' [5, 7] and being seen as 'crazy' or feared by other people [5, 6, 7, 8] .
The sense of 'being seen as not normal' was illustrated in participants metaphors in one study, with one man describing feeling like a 'Martian', and another participant describing themselves as feeling like 'the kid with the cooties' [7] . The studies suggest that being seen as mentally ill and therefore not normal led to isolation from their communities. This discourse is summarised in one study, "They described being isolated from the community around them and their families, and view the community around them as rejecting them" (5, p. 814).
These studies also revealed narratives about the fears of being seen as crazy, with 'mania' being perceived as a particularly 'crazy' form of mental illness. This was captured by a participant in one study who said, "It' it's quite a complex process" (6, p. 32).
Meta-Method: A Methodological Critique
Evaluating Epistemological Soundness -To assess the quality of these studies this review draws on the guidelines for good qualitative research developed by Yardley (2000) . These consist of three guiding principles discussed below.
1. Sensitivity to Context -Almost all of the studies situated their research clearly within the context of previous literature and current theory [1, 2, 3, 4, 5, 7, 8, 9] . Most of the studies prioritised positioning the research in the context of literature on bipolar disorder specifically, whereas one study drew on the wider context of literature regarding the experience of illness [9] . Two of the studies were able to place the research within the context of literature on bipolar disorder and wider understandings about the experience of diagnosis and people's experiences of 'illness' described in the field of health psychology [7, 8] .
All of the studies with the exception of one provided a clear description of the recruitment procedures used [3] .
The majority of studies used forms of convenience sampling, recruiting participants mainly from mental health services. Only one study reflected on how these recruitment procedures may have influenced the range of experiences reported by participants [7] . Two studies described an element of purposive sampling following initial recruitment with different intentions; one aimed to include participants who had covered issues pertinent to the re- Most of the studies gave some description of the participants' demographics, although a major limitation in many of the studies was an absence of contextual information such as ethnicity [1, 2, 3, 4, 5, 6] , gender [5] , and level of education [1, 4, 5, 6] . The relationship of the researcher in relation to the participants was rarely considered in these studies. It was not always clear if the participants had any existing working relationship with the researchers and there was no reflection on the impact of the relationship on the information that was elicited from participants.
One major limitation was that only one study provided a detailed description of the context of the researcher and how this may have influenced data-collection, data-analysis and subsequent findings [7] . In addition, the social role of the participants varied across these studies with some being interviewees [2, 3, 6, 7, 8, 9] and others being service-users in therapy [1], members of a focus group [5] or email respondents [4] . These different social roles may have influenced the way participants responded to researchers, which may reduce the validity of directly comparing these studies.
2. Commitment, Rigour, Transparency and Coherence -The notion of commitment as used by Yardley (2000) refers to prolonged engagement in the collection and analysis of data including a complete immersion in this data.
The data collection stage was described with some clarity in all the studies. Some of the studies showed greater commitment and rigour in eliciting detailed data through the use of multiple interviews, contacts, or mediums of data collection [1, 4, 5, 7, 8] . Many of the studies used semi-structured or open interviews which took places over a period forty-five minutes of longer to ensure that participants had an opportunity to reflect extensively on the questions asked [2, 6, 7, 8] . Three of the studies [1,4,5] used innovative alternative methods for collecting data (excerpts from therapy sessions, email correspondents and focus groups).
Completeness of data-collection is an important part of undertaking rigorous research and this can be enhanced through the recruitment process (Yardley, 2000) . This process was limited in this research as the majority did not describe the rationale for the number of participants with only two studies selecting participants on the basis of 'theoretical saturation' [7, 8] . The completeness of data collection may also have been undermined through the use of strict exclusion criteria, including co-morbidity with other mental health difficulties The completeness of analysis and interpretation also contributes to rigour and this appeared to vary across studies. Most studies offered extensive and transparent evidence for the basis of analysis and interpretation through lengthy verbatim accounts that supported identified themes (1, 2, 4, 5, 6, 7, 8) , whereas one study used very specific participant quotes as evidence with little context of the overall account being given [3] . In contrast, one study provided few examples of evidence for each emerging theme, whilst using longer accounts directly from participants, giving a clearer flavour of the context and meaning of these accounts [9] .
A strength of these studies was the appropriate fit between the research question and the underpinning philosophy of the methodologies used. All the studies drew on some form of interpretive theme analysis which matched the research questions adequately as this form of analysis seeks to identify aspects of the participants' experience from their own perspective, and in terms of their assumptions and constructs, which were seen as relatively stable over time (Dallos & Vetere, 2005) .
One study used mixed methods, drawing on three qualitative approaches: narrative analysis, interpretive theme analysis and discourse analysis, to identify themes, stories and discourses that run through participants' accounts [7] . Whilst the use of mixed methods can be criticised for lacking in coherence, this study was a good example of the important use of imagination and intuition in research (Cooper & Stevenson, 1996) and appeared to offer a coherent way of understanding the data.
3. Impact and Importance -The studies in this review fulfilled the criteria of making an important contribution to understanding of the experience of people who have been given a diagnosis of bipolar disorder with potential for having a wide impact on clinical work. Whilst the qualitative methodology restricts the generalisability of the research conclusions, all authors attempted to consider the possible implications for clinical practice or future research.
This included contributing to the development of practical tools and methods for guiding clinical work or further research [4, 6, 8] , developing new theoretical understandings [2, 3, 9, 5] , and raising specific issues for consideration in clinical work and research with people who have been given a diagnosis of bipolar disorder [1, 2, 4, 5, 6, 7, 8, 9] .
Two of the studies appear to have had a useful impact already as they have been part of research projects by the authors that were found to be widely cited as part of the literature review [6, 9] . In contrast, two of the studies were dissertations projects, which at the time of our analysis had not been published and therefore would have at that point had little impact despite the potentially important contributions they offer to understanding the experience of people who have a diagnosis of bipolar disorder [7, 8] .
Overall Appraisal of Primary Studies -As a whole, the studies reveal some interesting trends in the way the experience of bipolar disorder has been explored in qualitative research. It is notable that common themes emerged from research that span across five different countries. This may imply that there is a shared quality to the way in which different cultures socially construct and understand the psychological impact of being given a diagnosis of 'bipolar disorder'. This could reflect something regarding the 'international community of construction' aided by technological advances in the 21 st century. Alternatively, these commonalities could be perceived as supporting the notion that the participants' experiences reflect an 'actual phenomenon' that is less socially constructed and more inherent in 'human nature' itself.
One striking feature of the research is that all the studies were undertaken in developed and westernised countries. Furthermore, only one of the studies focused on a population whose first language was not English [2] . This may have contributed to the largely reciprocal nature of the concepts, metaphors and ideas expressed by authors and participants across studies. For example, the theme of 'struggles with identity' is perhaps a construction more consistent with the values and assumptions of westernised societies, and may not arise in research undertaken in more eastern cultures.
It is also notable that with the exception of one study, the research was all undertaken in the last decade. This may reflect an increasing popularity of qualitative methods or cultural shifts towards person-centred practice, where the personal narratives of service-users are given greater value than within previously dominant expertpractitioner models of working. All these studies reflected a sense of person-centred practice in their sensitivity and respect towards participants. However, most of the studies stopped short of stepping outside a medical model in taking the notion of 'bipolar disorder as an illness' at face value and using 'symptom-based' language.
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Furthermore, the participants were not active parts of the research process following data-collection, with the exception of one study that sought participant feedback on the themes that emerged [6] .
Another important feature of this body of research is that in almost all the studies the chief investigator (first named author) was female [1, 3, 4, 5, 6, 7, 8, 9] . Furthermore, this is coupled with a participant sample where males are underrepresented, given the equal prevalence of the application of a bipolar disorder diagnosis among the genders (Newman et al., 2001) . It is possible that the paradigm of qualitative research fits more closely with dominant discourses available to women than the discourses available to men in western societies, which would lead both to women researchers being more interested in this method of study and women more likely to agree to participate in such research. The relative absence of male narratives in these studies may preclude developing understandings about how men who are given this diagnosis make sense of their experiences.
It is interesting that the majority of studies chose a semi-structured interview as the data-collection method. The popularity of this approach may reflect perceived best practice for undertaking good qualitative research, cultural traditions or practical issues. It could also be argued that interviews are only a tentative and small move away from the quantitative methodology of questionnaires.
Some of the primary research studies used more diverse and creative methods of data collection (such as therapy sessions and group forums), which raises a question about whether it is valid to have compared these differing studies in our analysis. It is my hope that including such a variety of studies can provide the foundation for a wider repertoire of discourses to be drawn on, which may enhance the helpfulness of this review, whilst at the same time it is important to acknowledge that this limits the validity and reliability of conclusions drawn from these studies as a whole.
Similarly, the studies also take different positions with regard to perceiving bipolar disorder as representing an 'illness' [1, 2, 3, 4, 5, 6, 9] or viewing participants as a group of people who may have some shared experiences of distress that have contributed to them being labelled with the diagnosis of bipolar disorder [7, 8] . On the one hand, this is problematic and undermines the cohesiveness of the findings but, on the other, it also perhaps usefully reflects the real world dilemma for practitioners who have to work alongside different models and find ways of communicating different ideas to service-users in respectful ways. One concern however, is that the majority of the studies do not even acknowledge they are taking a position within the disease model and as such create the illusion of an undisputed 'truth' that bipolar disorder is an illness.
The use of interpretive theme analysis in these studies may reflect a compromise in the research community between quantitative empirical research and qualitative methods due to using an approach that shares a quantitative assumption that individuals hold knowable, stable and robust assumptions and constructs that can be identified and assessed. One study used a more ambitious form of interpretive theme analysis [8] , that of grounded theory, aiming to develop understandings that are generalisable to wider groups of people (Dallos & Vetere, 2005) .
Meta-Theory
Theoretical Perspectives Used to Understand the Phenomenon -The studies explored the experiences of people who have been given the diagnostic label of bipolar disorder through the lenses of several theoretical positions. Some of the studies drew mainly on one theoretical perspective [1, 3, 5] for understanding these experiences, whereas others offered more eclectic perspectives [6, 7, 8, 9] . All of the studies with the exception of one [3] explored 'Bipolar Disorder': Reviewing Qualitative Research 398 the experiences of participants drawing on social psychology ideas. This seems consistent with the focus of participants on the connection between their experiences and their social relationships.
It is also possible however that this theoretical position may have impacted the framing and execution of the design, analysis and interpretation of findings towards an account convergent with social and psychological theories. In contrast, as discussed above, many of the studies were based firmly within a psychiatric 'illness' model of bipolar disorder that could be argued to be partly in contradiction with some of the social and psychological theories used to explain the findings.
The application of social theory was clearly evident in these studies. In one study, the author took a clear position of social constructionism from the outset [7] and in others the authors were influenced overtly by psychosocial theories [1, 5] and by social ideas about the impact of stigma [2, 4] . In other studies, the specific use of social theory was less explicit but remained present [6, 8, 9] . Two of the studies used specific psychosocial theories to explain their findings; Erikson's theory of identity diffusion in psychosocial development [1] , and self-efficacy theory [5] .
The absence of intrapsychic theories may account for the lack of explicit descriptions of emotional experience in these studies, becoming a subjugated discourse in the context of the more tangible social disruption experienced by the participants.
Three of the studies drew on theories derived from research into perceptions of illness and illness experiences in physical health practice [4, 8, 9] . This focus provided a useful comparison with similar literature that shared important experiential challenges with the accounts from participants in the studies, such as the experience of stigma and the challenge of identity. However, it could be argued that this reinforces the construction of these experiences as 'an illness' called 'bipolar disorder' that limits the authors' ways of understanding the participants' narratives. One study applied self-efficacy theory (Bandura, 1995) to the understanding of the nature of bipolar disorder [5] .
Developments in Theory Derived
The authors reflected on ideas from self-efficacy theory in relation to their findings and concluded that a person's lack of belief in their ability to control 'moods' and 'symptoms' may influence their ability to develop self-management skills in order to help them manage their difficulties. The authors discuss implications for addressing self-efficacy beliefs in clinical work and measuring these beliefs as part of future outcome research.
One study attempted a more ambitious theoretical synthesis of its findings by proposing a new model for understanding the process of "responding to challenges to identity" [8] . The author suggests that an understanding of this model can enhance psychotherapeutic work with people who have a diagnosis of bipolar disorder.
Discussion
The accounts from authors and participants from the studies in this review illustrate the challenging journey of people who have been given a diagnosis of bipolar disorder. Some of the themes converge with quantitative research describing the 'symptoms' and characteristics of bipolar disorder. similarities with the concept of 'psychomotor acceleration', which was one of five concepts identified as associated with manic of mixed symptoms in a study of people who have received a diagnosis of bipolar disorder (Cassidy, Forest, Murry, & Carroll, 1998) . In that study, they described 'psychomotor acceleration' as including 'symptoms' of increased motor activity, pressure of speech, flight of ideas and racing thoughts.
The same study identified a factor named 'increased hedonic function', which has parallels with 'positive or desirable aspects of mania' including increased humour, euphoria and increased interest in sexual activity. The presence of some positive aspects of mania is described further in autobiographies and single case accounts in academic journals (Furman & Cavers, 2005; Jamison, 1995) . However, all of these accounts also describe these desirable aspects of 'mania' in the context of the painful struggles experienced by people who have been given a diagnosis of bipolar disorder.
Similarly, the theme of 'negative view of self' is synonymous with findings from quantitative literature on the cognitive style of people who have a diagnosis of bipolar disorder. This literature suggests that people who receive a bipolar disorder diagnosis have low self-esteem and higher levels of self-criticism when 'depressed' or 'euthymic' than control groups of people who have not been given this diagnosis (Alloy et al., 2006) .
In contrast, the remaining themes ('struggles with identity', 'disruption, uncertainty and instability', 'negative impact of symptoms across life and the experience of loss', 'struggling with the meaning of diagnosis', 'stigma', and 'acceptance and hope') are not well represented in the quantitative literature and therefore may be absent in discourses about working with people who have a diagnosis of bipolar disorder. This may be a consequence of the different focus of researchers using quantitative and qualitative approaches. The former are more likely to align themselves with the medical model, and explore issues of medication compliance and professional or expert perspectives on bipolar disorder, whereas the latter are perhaps more drawn to understanding the experience of participants and being curious about non-medical ways of describing these experiences.
However, some of the themes identified can lend themselves to be broadly applied to prevailing ideas about bipolar disorder recognised in the quantitative literature. The theme 'disruption, uncertainty and instability' is alluded to through causal models of bipolar disorder, which speculate on the role of disruption of biological and social experience in the 'relapse' of 'euthymic' people with a diagnosis of bipolar disorder (Luty, 2006) . Similarly, the issue of non-adherence to treatment for people given this diagnosis is widely described in research (Gaudiano et al., 2008) and could relate to some of the identified themes, including 'struggles with identity', 'struggling with the meaning of diagnosis', and 'stigma'.
The theme of 'acceptance and hope' also appeared largely absent from the literature. This may reflect the tendency for clinical practice to focus almost entirely on the alleviation of suffering with little exploration of issues around positive wellbeing (Duckworth, Steen, & Seligman, 2005) . Attempts to explore these issues may begin to address problems such as treatment non-adherence, struggles with identity and diagnosis, stigma, and the negative view of self. If people who have been given a diagnosis of bipolar disorder are going to find new ways of being in the world that are less emotionally distressing, there needs to be a discourse about opportunities for developing salience, vitality and hope in their lives that offers a welcome alternative to flight into 'mania'.
Implications for Clinical Practice
The themes that emerged from the reviewed papers can be used in clinical work by practitioners through offering opportunities for people to explore these in therapeutic work. This may involve directly discussing the themes or simply thinking about how these issues may shape service-users' personal experiences and engagement with mental health services.
These themes can also inform the development and applications of specific interventions for people who have been given a diagnosis of bipolar disorder. 'Disruption, uncertainty and instability' and 'negative impact of symptoms across life and the experience of loss' can be addressed through the use of interpersonal social rhythm therapy which is aimed at developing a self-monitoring programme to facilitate a lifestyle, "characterised by more regular sleep-wake cycles, mealtimes, and other social zeitgebers" (Luty, 2006, p. 208) .
Similarly, other practitioners are developing Mindfulness-Based Cognitive Therapy for bipolar disorder (Williams et al., 2008) . This may offer new ways for people who have been given this diagnosis to live alongside, and be in acceptance of, 'disruption, uncertainty and instability', 'loss of control', and the 'positive or desirable aspects of mania', that could reduce the extent of resistance and judgement towards these experiences and therefore reduce the overall level of distress. Future clinical practice could consider even more radical use of the philosophies underpinning mindfulness by offering new narratives of identity that embrace the human capacity to experience the self as a collection of conflicting parts instead of aspiring towards the integration and wholeness goal of western philosophies (Epstein, 1998) . Two of the themes that emerged; 'stigma' and 'negative impact of symptoms on social relationships across life and the experience of loss' imply an important role for clinical work beyond that of individual approaches. In addition, the diagnosis itself is likely to contribute to the experience of stigma by placing the person's struggles entirely within the individual and presenting their distress as an illness. It could be argued that the most effective ways of tackling some of these difficulties is through challenging the use of illness terminology and diagnosis, raising public awareness and acceptance of people who are given this diagnosis and experience these kinds of distress, fighting discrimination and helping people to become and feel like a meaningful part of their community.
Implications for Further Research
The themes that were identified in the process of this review represent a collection of concepts, metaphors and ideas that communicate different understandings of the distress and unusual experiences reported by people who have been given the label of bipolar disorder. Future research could apply these themes using quantitative methods to explore their generalisability with larger numbers of participants. However, this relies upon this being a reliable and valid diagnostic category, and some have argued this is not the case with the diagnostic category of bipolar disorder (Bentall, 2003; Critical Psychiatry Network, 2009 ).
The qualitative research into the experience of people who are given this diagnosis could be extended by undertaking studies with greater male representation or with people from non-western countries. It would also be useful to explore the same experience using alternative methods than interpretive theme analysis, such as more purely discursive methods or narrative theme analysis. This would contribute wider perspectives on the experience of people given the diagnosis of bipolar disorder through recognising the importance of individual, local and societal contexts, discourses and narratives in shaping this experience. The identified themes also offer a variety of avenues for further elucidation and to explore in helping people suffering from similar kinds of distress to overcome these difficulties. One area where this could be particularly helpful is in exploring the theme of positive or desirable aspects of mania. The desire to retain these positive aspects of experience despite great suffering and distress may be undermining motivation to change and interventions to overcome these difficulties. This raises many questions about the nature, ideas and understandings about the experience of mania, pleasure, and happiness, for people who have been given a diagnosis of bipolar disorder and how this can be explored to make interventions more acceptable to service-users.
Limitations of Review
The specificity of the inclusion criteria may have limited the scope of this study to provide a comprehensive exploration of the experience of people who been given a diagnosis of bipolar disorder. The decision to exclude some studies on the basis of "understanding it in relation to a specific intervention or domain of life" inevitably relies on my own assumptions about what are important and central parts of experience for people given this diagnosis.
As a result studies about 'identity' or 'psychosocial issues' were included, prioritising these parts of experience over that reported in excluded studies about 'smoking cessation' and 'work functioning'.
A possible limitation is the attempt to undertake both empirical and discursive analysis within the same study.
This mixed methodology could be seen as being philosophically contradictory as the former assumes findings represent some form of reality and truth, whereas the latter analysis does not seek real truths but perspectives and ways of understanding. The stance of 'radical relativism' offered one way of resolving this issue where "Inquiry is pursued with truth as a 'regulated ideal'" (Sandelowski, 2006, p. 13) . However, this has proved highly challenging and the discursive influence within this review may have itself been subjugated by my own tendency towards a stance of empiricism.
Another possible limitation, from an empirical perspective, is that this meta-review is inevitably based on my interpretations of the primary authors' interpretations (Paterson et al., 2001 ). This will have been influenced by the popular discourses available to me as a British, white, middle-class, male, in the field of Clinical Psychology.
However, from a discursive perspective this layering of constructions is an inherent and unavoidable part of undertaking a qualitative review. However, tracking the origin of interpretations proved difficult in these studies. This may have diluted the authenticity of original experience as sometimes it was unclear which interpretations were direct descriptions from participants and which were reflections on a series of 'similar' accounts from participants but made by the authors. I have attempted to address this through being transparent about whether quotes have come from participants or authors, however this is limited as the review only has scope to present some of the core evidence for each theme from the synthesis. 2) Following the completion of this review, Goldberg's (2007) original dissertation has been published in an updated version of this work (Goldberg, 2012) .
